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INTRODUCTION

Mental illness is a condition that imposes considerable medi-
cal, economic, and social burden and presently accounts for 
about 15% of the total disease burden. Currently, mental health 
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services are not fully integrated despite the importance of con-
tinuity in mental healthcare, because of which about 110,000 
severely mentally ill patients begin their first treatment each 
year with worsening symptoms.1 The majority of mentally ill 
patients in South Korea (up to 85.5%) are found to have one or 
more chronic diseases and mental illnesses at the same time, 
and such complex psychiatric conditions often have negative 
medical consequences, such as low treatment participation, 
treatment disobedience, and high readmission rates.2

The mental health services currently available in Seoul in-
clude a mental health welfare center, a suicide prevention cen-
ter, mental care facilities, mental rehabilitation facilities, an 
integrated addiction management support center, and medi-
cal institutions. Case management of most of the severely men-
tally ill patients is performed by the Basic Mental Health Wel-
fare Center. According to the 2019 National Mental Health 
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Status Report,3 the number of severely mentally ill patients 
was estimated to be 97,291. In contrast, the number of mem-
bers registered at the mental health welfare center was only 
9,950, meaning that less than 10% of patients were registered 
and receiving services. This shows that the majority of pa-
tients in need of help are not receiving community care and 
that the center is having difficulty finding such subjects.

The number of professional agents in charge of case man-
agement in Seoul was 246 in 2019, and the number of regis-
tered members was 9,950, so the number of cases per profes-
sional agent was about 40.3 To solve this problem, the local 
government of Seoul has implemented the Seoul-type inten-
sive case service since 2017 that limits the number of people 
subject to intensive case service per professional agent to five.4 
Although, the community life maintenance rate has improved 
and hospitalization rate has decreased in the case of those re-
ceiving intensive case management services,4 because of the 
limited availability of resources, it is inevitable that the service 
provision has diminished for those who are not candidates for 
intensive case management services. 

Despite the importance of continuity of the delivery system 
in mental healthcare, the current mental health service avail-
ability in Seoul is fragmented. Community services for men-
tally ill patients are primarily centered on case management, 
but the health and welfare as well as mental health and physi-
cal care providers vary and are provided in segments. Cur-
rently, the Mental Health and Welfare Act is based on the 
sending a fact notice such as discharge; however, it is not ef-
fective because the consent rate is low, and consent is often 
withdrawn later. In addition, most of the local workers at the 
center are social welfare workers and not psychiatrists, so the 
supervision for medical services is very limited.

To develop an integrated and comprehensive community-
centered mental healthcare model, in-depth discussions on 
the current mental health service delivery system, service pro-
viders and manpower, service content, and boundaries be-
tween the service delivery systems are needed. In this study, 
we propose the modified Seoul-type mental healthcare mod-
el comprising mental and physical healthcare services; this 
model integrates a segmented service provision system through 
connections between medical institutions and the communi-
ty mental rehabilitation system. 

Thus, this study attempted to collect opinions on various is-
sues from practitioners in mental health service institutions 
currently offering mental healthcare services in Seoul through 
a focused group interview (FGI) and the qualitative research 
method. Moreover, based on the results of the study, the qual-
itative aspects of the community-centered mental healthcare 
service are intended to be improved through the proposed 
Seoul-type mental healthcare model. This is expected to en-

able community-based mental healthcare services to func-
tion efficiently in helping patients live healthy lives through a 
comprehensive healthcare program.

METHODS

The study was designed to identify the current status and 
future directions of community-based mental healthcare ser-
vices through a FGI conducted with a group comprising hos-
pital-based psychiatrists and manager-level practitioners at 
mental health welfare centers. The following questionnaire of 
opinions on the revised mental healthcare model was filled 
by these psychiatrists and practitioners. After deriving the 
Seoul mental healthcare model based on the FGI and expert 
survey results, a Delphi investigation was conducted to diag-
nose the model feasibility and effectiveness.

The FGI panel comprised six manager-level practitioners 
at mental health welfare centers and six hospital-based psy-
chiatrists, and the interview was conducted by one researcher 
and two research assistants. For the FGI, the subjects were 
given discussion topics, such as “suggestions on the feasibility 
and effectiveness of the community-based mental healthcare 
service model” and “suggestions for modification and supple-
mentation of the model.” The interview lasted approximately 
90 minutes, and all responses were recorded and consented to 
in advance.

The questionnaire responses were collected using an Inter-
net survey of the mental health welfare center practitioners 
and hospital-based psychiatrists from December 28 to 31, 
2020. The questionnaire for the mental health welfare center 
practitioners consisted of personal information, current sta-
tus of case management and supervision, and directions pur-
sued for the revised community-based mental healthcare 
service. The questionnaire for the psychiatrists consisted of 
personal information, number of patients in need of social 
rehabilitation in their hospital, and the status of service links 
and directions pursued for the revised community-based 
mental healthcare service.

A panel of 20 experts comprising 10 practitioners from the 
community mental health welfare center and 10 hospital-
based psychiatrists was configured for the Delphi investiga-
tions. The manager-level experts from the mental health wel-
fare centers were selected from among deputy center heads 
and standing team heads who were recommended by the 
Seoul Mental Health Welfare Center; since this center is not 
only managed directly but also operated by consignment, 50% 
of each directly managed and entrusted operating institutions 
were selected. Psychiatrists from hospitals participating in this 
survey were the directors of outpatient and inpatient hospi-
tals in Seoul who were recommended by the Seoul Psychiat-
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ric Association. The Delphi survey was conducted via email 
twice in total. The first assessment was conducted from Janu-
ary 28 to 30, 2021, and the second was conducted from Feb-
ruary 5 to 7, 2021; all participants responded within the in-
vestigation deadlines. Each question in the survey was rated 
on a scale from completely disagree (1 point) to strongly agree 
(9 points). The content validity ratio (CVR) suggested by Law-
she5 was used to verify the validity of the responses. In this 
study, agreement was judged based on the responses having 
7 points or more on the 9-point scale. As the number of pan-
elists in this study was 20, the minimum validity criterion was 
set at 0.42. All study procedures were approved by the Insti-
tutional Review Board of Soonchunhyang Hospital and ad-
hered to the latest version of the Declaration of Helsinki and 
principles of Good Clinical Practice (Approval number: 2020-
12-062). Informed consent requirement was waived because 
only de-identified data were collected. All analyses were per-
formed using IBM SPSS 28.0 for Windows (IBM Corp., Ar-
monk, NY, USA).

RESULTS

The results of the study are as follows in the order of the 
FGI analysis, investigation with questionnaires, and Delphi 
surveys on the efficiency of the community-based mental 
healthcare model. First, based on the outcomes of the FGI, 
the current status and future directions of the community-
based mental healthcare service were evaluated. The practi-
tioners from the mental health welfare centers and hospital-
based psychiatrists for the FGI were selected as shown in 
Table 1.

Regarding the current Seoul-type community-based men-
tal care service (Figure 1), the practitioners from the mental 
health welfare center noted the following issues. Because of 
social prejudices or negative perceptions, the majority of high-
risk mental health groups did not agree to be linked with a 
psychiatric hospital; they were eventually taken care of by the 
mental health welfare center, which in turn increased the bur-
den of the center. Moreover, private for-profit institutions of-
ten tend to focus only on the symptomatic treatment of pa-
tients, so awareness of social rehabilitation through connection 
with community services is low. As rehabilitation is possible 
only when the patient has been treated, the importance of 
sharing information about the patients was emphasized, such 
as the treatment situation; further, it is important to maintain 
smooth communication between the hospital and center. The 
mental healthcare model through hospitals was preferred over 
the case-sharing model in that the separation between hospi-
tals and centers can become ambiguous. In addition, the re-
spondents were concerned that the high burden of adminis-
tration in hospitals could be a constraint, so they suggested 
that a feasible reward system and the competences of the case 
managers in hospitals could be important. Currently, the ba-
sic physical health management for mentally ill patients is 
supported mainly by the metabolic syndrome center, health 
examination center of the public health center, and health pro-
grams of the public health center. The services for physical dis-
eases that can be used by mentally ill people are also very poor, 
and the hospitalization of mentally ill patients with physical 
diseases is very difficult.

The FGI results from the psychiatrists were as follows. 
When hiring case managers affiliated with hospitals for di-

Table 1. Moderator details for the focused group interview

Variables Sex Age Type of organization Position
Mental health welfare centers

Subject A Female 40–50 yr Mental health welfare centers Team leader
Subject B Female 40–50 yr Mental health welfare centers Deputy director
Subject C Female 40–50 yr Mental health welfare centers Deputy director
Subject D Female 30–40 yr Mental health welfare centers Deputy director
Subject E Male 30–40 yr Mental health welfare centers Team leader
Subject F Male 30–40 yr Mental health welfare centers Team leader

Hospital psychiatrists
Subject A Male N/A Hospitalization+outpatient Doctor
Subject B Male N/A Hospitalization+outpatient Doctor
Subject C Male N/A Hospitalization+outpatient Doctor
Subject D Male N/A Outpatient Doctor
Subject E Male N/A Hospitalization+outpatient Doctor
Subject F Male N/A Outpatient Doctor

N/A, not applicable
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rectly linking patients with hospitals without going through 
the local mental health centers, there were concerns that the 
burden of the doctors directly connecting the patients to the 
case manager and the burden of administrative work would 
increase. In order for the hospital participation model to be 
executed successfully, it is necessary to prepare a specific sys-
tem for the work of the case managers and secure spaces for 
these case managers in the outpatient bases of the hospitals. 
To compensate for this, the model was proposed to be used 
in hospitals focused on inpatients and chronic patients. Fur-
thermore, sufficient budget should be secured, and the medi-
cal insurance numbers should be systematized. In the case of 
hospital-based psychiatrists, the case managers were preferred 
to be dispatched from local or metropolitan mental health 
welfare centers rather than directly hiring case managers af-
filiated with hospitals. A total of 98 practitioners from mental 
health welfare centers and 102 hospital-based psychiatrists 
participated in the survey. The demographic characteristics of 
the participants are displayed in Table 2. 

The number of case management subjects of each of the 
practitioners at the mental health welfare center being 30 or 
more and less than 40 was maximum at 24.5%, followed by 
20 or more and less than 30 (20.4%), and less than 10 (16.3%). 
The number of subjects with intensive case management was 
3 or more and less than 5 for 34.7% of the scenarios, followed 
by 5 or more and less than 7 (31.6%), and less than 3 (17.3%). 
For the method of communication with the doctor or medi-
cal institution, 71.4% of the cases were from the outpatient 
clinic or involved direct communication with the doctor by 
phone, and 28.6% communicated with the doctor through as 
the subject or through their guardian. The mean satisfaction 
level of communication with the doctor or medical institu-

tion was 3.07 out of 5 (standard deviation [SD]=1.05), and 
29.6% of the total surveyed subjects were satisfied with com-
munication with the doctor or medical institution. The super-
vision satisfaction level was 3.82 points (SD=1.03) on aver-
age out of 5, and 64.2% of subjects were satisfied with the 
supervision. Regarding the appropriate supervision cycle, 
48.0% answered once a month, followed by 21.4% once every 
2 months, and 19.4% once every two weeks. The average num-
ber of appropriate supervision cases per hour was 2.63 (SD= 
1.58). About 30.6% of respondents showed willingness to 

Figure 1. Current model for Seoul-type community-based mental healthcare service.

Table 2. Demographic data of the participants

Variables

Mental health 
welfare centers 

Frequency 
(N=98)

Hospital 
psychiatrists 
Frequency 
(N=102)

Sex
Male 22 (22.4) 72 (70.6)
Female 76 (77.6) 30 (29.4)

Age
20–29 yr 21 (21.4) 15 (14.7)
30–39 yr 57 (58.2) 46 (45.1)
40–49 yr 18 (18.4) 30 (29.4)
≥50 yr 2 (2.0) 11 (10.8)

Type of center
Entrusted 80 (81.6)
Direct management 18 (18.4)

Type of hospital operation
Outpatient only 81 (80.2)
Inpatient and outpatient 20 (19.8)

Data are presented as number (%)
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participate in the case management project that integrated 
case management by medical institutions and mental health 
welfare centers, and 62.2% of the respondents expected that 
this model would help the center practitioners to communi-
cate with doctors; the positive evaluation level of the model 
was an average of 3.57 out of 5 (SD=1.07).

The mean number of patients deemed necessary for case 
management in the hospital was 8.73 (SD=8.30). When the 
patients needed social rehabilitation, about 67.6% of the psy-
chiatrists offered introductions to mental health welfare cen-
ters or related facilities, while 22.5% of psychiatrists contact-
ed the mental health welfare centers or related institutions, 
and 9.8% of psychiatrists actively intervened during outpa-
tient hours. Regarding the need to improve patients’ social re-
habilitation methods, 84.0% of the respondents said yes, which 
was very high. Regarding the intention to participate in the 
case management project, 52.0% of the respondents noted 
their willingness to participate. On the question of whether 
hospitals were willing to hire mental health professionals as 
case managers if they received support for the case manage-
ment operations, 44.8% expressed negative opinions against 
the positive opinions expressed by 25.5% of the respondents. 
On the other hand, for the model that dispatched mental health 
specialists to hospitals and regularly provided case manage-
ment to patients, 49.0% positive opinions were received, which 
was higher than the 19.6% of negative opinions. For the ap-
propriate supervision cycle, 48.0% responded once a month, 
followed by 32.4% once every two weeks, and 11.8% once ev-
ery 2 months; the mean number of appropriate supervision 
cases per hour was 3.97 (SD=2.27). The most appropriate case 
cost per hour of supervision varied from 100,000 to 150,000 
KRW (29.4%), followed by 150,000 to 200,000 KRW (23.5%), 
and 250,000 to 300,000 KRW (15.7%).

Of the 20 expert panelists who participated in the Delphi 
survey, 10 were psychiatrists working in hospitals, and the 10 
staff from the community mental health welfare centers con-
sisted of five mental health nurses, four mental health social 
workers, and one mental health clinical psychologist. Accord-
ing to the results of the first Delphi survey, those who frequent-
ly visited hospitals and were hospitalized more than twice a 
year, those with a first episode of mental illness, those with un-
stable chronic mental illnesses, those at risk of self-harm or 
suicide due to psychiatric problems but not included under 
crisis intervention, those who met the criteria for intensive 
case management among the recipients of discharge orders 
from the mental health review committee, and those recog-
nized by the attending physicians as suitable for intensive case 
management by the local community were considered suit-
able candidates for the service target. For the question on the 
case management method, the following items showed sig-

nificant CVRs: “link with mental health welfare center when 
case management is complete, and if it is rejected, it will be 
withdrawn;” “method of recognizing a case management sub-
ject for hospital registration as the performance of the mental 
health welfare center;” and “extending case management through 
evaluation once when an extension is necessary.” Moreover, ac-
cording to the survey results, mental health education, family 
intervention, social skills training, early intervention service, 
and suicide crisis intervention were all suitable for case man-
agement services. Sufficient internal validity was confirmed 
for opinions regarding “supervision on the subject’s physical 
health management.” In addition, experts participating in the 
Delphi survey agreed that if a patient undergoing psychiatric 
treatment needs physical treatment, it would be appropriate 
to liaise with the healthcare team of the public health center 
or provide physical health services to the patients according 
to the care plan developed by the healthcare team.

There were many items in the first Delphi survey that the 
panelists did not agreed upon, and the model was revised 
based on these items (Figure 2) before the second Delphi sur-
vey was conducted. Thus, the model for providing case man-
agement through dual physical and mental health services 
did not achieve a sufficient CVR (0.10). From the results of the 
second Delphi survey, mental health service subjects were 
suggested as being considered patients with severe mental ill-
ness among the outpatients or as discharged from psychiatric 
institutions with high risk of treatment discontinuation or 
repeated recurrence owing to lack of insight and poor adher-
ence to treatment. In addition, it was recommended that the 
case management personnel be assigned from the mental 
health welfare center and that additional personnel be newly 
hired for the project. Sufficient internal validity was confirmed 
in case of the following items: “after establishing an initial as-
sessment and individual service plan, the case manager com-
pletes the integrated evaluation and planning in consultation 
with a hospital-based psychiatrist;” “case management in men-
tal healthcare services should be recorded in the Mental Health 
Information System in accordance with the Intensive Case 
Management practices of each mental health welfare center.” 
It was also suggested that reevaluations be conducted after 3 
months of service to create a new plan. The results additional-
ly suggested that after consulting with the attending psychia-
trist, the evaluation and service plan establishment should be 
completed and a decision must be made to either maintain the 
service or link with a basic mental health welfare center (Table 
3). Combining the survey results on physical health services, 
persons with severe mental illness treated as outpatients or as 
patients discharged from psychiatric hospitals and having 
relatively stable mental health symptoms but managing their 
physical health poorly should be the subjects of the service. 
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Moreover, physical health services should be provided by the 
healthcare team of the public health center. After establishing 
a combined mental and physical healthcare plan, a consulta-

tion with a hospital-based psychiatrist was emphasized to 
complete the establishment of an integrated care plan. The 
physical healthcare plan also needs to be reevaluated after 3 

Figure 2. Revised model for Seoul-type community-based mental healthcare service.

Table 3. Delphi survey results on mental health services

Question content Mean±SD
Percentage 

of agreement
CVR

Coefficient 
of variation

Degree of 
agreement

The service target is an outpatient with severe mental illness 
  or a patient discharged from a psychiatric institution who 
  is at high risk of treatment discontinuation or repeated 
  recurrence due to lack of insight and poor adherence 
  to treatment

8.05±1.15 0.90 0.80 0.14 0.78

Case management personnel belong to the 
  Mental Health Welfare Center

7.75±1.89 0.90 0.80 0.24 0.78

Additional manpower is newly hired for this project 
  (one number)

7.90±1.12 0.95 0.90 0.14 0.75

Case managers visit hospitals that participate in case 
  management projects and assist with case management

6.95±1.96 0.70 0.40 0.28 0.66

After establishing an initial assessment and individual service 
  plan, the case manager completes the integrated evaluation 
  and planning in consultation with a hospital-based psychiatrist

7.50±1.24 0.80 0.60 0.16 0.88

Case management in mental healthcare services should 
  be recorded in the Mental Health Information System
  in accordance with the Intensive Case Management
  practices of each mental health welfare center

7.50±1.88 0.85 0.70 0.25 0.75

Case managers reevaluate and reestablish the service 
  plan 3 months after service delivery

7.60±1.79 0.90 0.80 0.24 0.75

After consulting with the attending psychiatrist, the evaluation 
  and service plan establishment are completed, and a decision 
  is made regarding maintaining the service or link with the 
  Basic Mental Health Welfare Center according to the results

7.55±1.23 0.85 0.70 0.16 0.88

SD, standard deviation; CVR, content validity ratio
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months and reestablished in consultation with a hospital-
based psychiatrist as well as a mental health specialist at the 
mental health welfare center. Based on the evaluation result, it 
is proposed that a decision be made on whether to maintain 
or terminate healthcare services or to link with a basic men-
tal health welfare center (Table 4).

DISCUSSION

With the revision of the Mental Health Welfare Act in 2017, 
the standards for forced hospitalization have become stricter 
in Korea, and the demand for community-based mental health-
care is increasing. However, community-based mental health 
services are currently underprepared, and quality improve-
ment has become a critical need. Therefore, this study at-
tempted to establish a new integrated care model to solve the 
problems of community-based mental health services, which 
often have high case management burden and service seg-
mentation. Therefore, based on an FGI, questionnaires, and 
two Delphi surveys targeting mental health welfare center 

practitioners and hospital-based psychiatrists, a community-
based integrated care model is proposed.

The future directions for the community-based mental 
healthcare service is as follows. First, the service delivery sys-
tem must be strengthened. Mental health services should be 
offered for continuity of prevention, early intervention, treat-
ment, protection, rehabilitation, and social integration. Men-
tal healthcare focuses on continuity of treatment, rehabilita-
tion, and social integration, which necessarily require a linkage 
model utilizing community resources, particularly linkage 
and integration with medical institutions in the community. 
Second, mental healthcare should improve the quality of ser-
vice so that the needs of the subjects are met. Owing to the 
nature of mental health services, the quality of service is 
closely related to manpower quality, so supervision of high-
quality manpower maintenance and high intensity are re-
quired. Third, a high level of accessibility is necessary for the 
use of anyone needing mental healthcare; for this, both phys-
ical accessibility and high recognition rate for services are re-
quired. In addition, prejudices against mental health services 

Table 4. Delphi survey results on physical health services

Question content Mean±SD
Percentage 

of agreement
CVR

Coefficient 
of variation

Degree 
of agreement

Service recipients are outpatients or patients discharged from 
  psychiatric hospitals, who have severe mental illness and 
  relatively stable mental health symptoms but do not manage 
  their physical health well (e.g., if it is difficult to treat a physical 
  disease in a general medical institution owing to negative 
  symptoms, thought process disorders, or communication 
  difficulties)

9.95±0.95 0.95 0.90 0.09 0.75

Commissioned by the healthcare team of the public health 
  center

8.00±0.86 1.00 1.00 0.11 0.75

The person in charge of the healthcare team at the public health 
  center registers with the healthcare service with the consent 
  of the requesting patient

7.95±1.19 0.95 0.90 0.15 0.78

After establishing a mental and physical healthcare plan, 
  consultation is arranged with a physician from the psychiatric 
  hospital to complete establishing the integrated care plan

7.35±1.79 0.80 0.60 0.24 0.75

The person in charge of the healthcare team at the public health 
  center provides physical healthcare services in the area required 
  by the patient

7.85±1.18 0.85 0.70 0.15 0.75

Reestablishment of the mental health and physical healthcare 
  plan after 3 months of service provision

7.65±1.53 0.85 0.70 0.20 0.75

Complete the reestablishment of an integrated care plan in 
  consultation with a hospital-based psychiatrist and a mental 
  health specialist at the Mental Health Welfare Center

7.25±1.83 0.75 0.50 0.25 0.69

Depending on the evaluation results, decision is made to 
  maintain or terminate healthcare services or to link with the 
  Basic Mental Health Welfare Center

7.70±1.22 0.90 0.80 0.16 0.75

SD, standard deviation; CVR, content validity ratio
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are obstacles to accessibility, so efforts are needed to lower 
prejudice. Fourth, even in the case of severely mentally ill pa-
tients with physical health problems, an integrated healthcare 
model is needed so as to provide necessary care services in an 
integrated manner.

Based on the above results, the Seoul-type integrated health-
care model consists of five stages, whose first step is request-
ing and selecting subjects. Among outpatients or discharged 
patients, if there is high risk of treatment discontinuation or 
recurrence due to lack of insight and poor adherence to treat-
ment, mental healthcare services are requested; if the psychi-
atric symptoms are relatively stable but physical health man-
agement is inadequate, physical healthcare services are requested. 
In addition, subjects registering for case management servic-
es in their local community are referred to psychiatric institu-
tions for service linkage.

In the case of mental healthcare services, the following steps 
are taken. Step 2 involves service registration, integrated eval-
uation, and planning. A case manager from the mental health 
welfare center visits the relevant psychiatric hospital on a des-
ignated day and registers the requesting patient at the basic 
mental health welfare center. Once the case manager estab-
lishes an initial assessment and individual service plan, they 
complete the integrated evaluation and planning with advice 
from the hospital-based psychiatrist. In step 3, a case manag-
er from the mental health welfare center visits the relevant 
psychiatric hospital once a week on a designated day to pro-
vide 40 minutes of intensive case management, including 
mental health education. In step 4, a psychiatrist supervises 
the case management for the patient once a month through 
the case manager dispatched to the hospital. In step 5, the 
case manager reestablishes the evaluation and service plan 
after 3 months of service provision, consults with the psychi-
atrist, completes the integrated evaluation and service plan, 
and decides to maintain the service or link the patient with the 
basic mental health welfare center. 

The physical healthcare service is implemented as follows. 
In step 2, the healthcare team registers the requesting patient 
for the healthcare service with their consent, establishes men-
tal and physical healthcare plans, and consults a hospital-
based psychiatrist to establish an integrated care plan. In step 
3, the healthcare team provides healthcare services in the 
physical health area required by the patient. In step 4, after 3 
months of service provision the mental and physical health-
care plans are reestablished along with the integrated care 
plan in consultation with a hospital-based psychiatrist and the 
mental healthcare center. In step 5, the healthcare service is 
maintained, terminated, or linked with a basic mental health 
welfare center according to the case evaluation results.

The discussion in the current study is limited to communi-

ty-based mental healthcare services located in the city of Seoul. 
The welfare service for each municipality differs from the oth-
ers. Moreover, there are some limitations to this study in that 
it does not reflect the opinions of the service recipients and 
that only psychiatrists and mental health welfare center em-
ployees providing service are included. Nevertheless, this 
study is significant as it considers qualitatively providing inte-
grated community-based mental healthcare services to men-
tally affected people based on a direct questionnaire as well as 
the FGI of mental health professionals, which could allow 
such needs to be reflected in the field in the future.

Considering these together, the Seoul-type mental health-
care model is intended to allow community medical institu-
tions to provide medical treatment as well as cooperate with 
mental health welfare institutions to provide optimal mental 
health services to promote effective treatment and return to 
community. In addition, it is expected to contribute to the es-
tablishment of services by multidisciplinary mental health ex-
perts and the expansion of new jobs in mental medical insti-
tutions. The multidisciplinary integrated management is 
expected to contribute considerably to securing a safety net 
for high-risk subjects and society, in addition to reducing 
their medical and socioeconomic burden.
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